This article discusses the economic and social impact of the 2008 crisis and its related austerity policy on South European countries (SEC). Damages caused by these policies includes the decrease in GDP, the increase in unemployment and precariousness, especially amongst the younger population, and the worsening of social services. SEC health systems have also been seriously affected by the crisis, with a particular impact on the most vulnerable social groups, as a result of the decrease in public health expenditure. The increase in health inequalities is another side effect of the structural adjustment programs.
Organisation for Economic Co-operation and Development (OECD) countries, and refined its conceptual framework through the theoretical attributes of decommodification, social stratification, and welfare mix. By renaming his own typology as the three worlds of welfare capitalism, this author associates to a certain extent a geographical dimension to the political dimension (liberal, conservative or socialdemocratic) of each regime by using the USA as an example of the Anglo-Saxon world;
Germany of the continental European world; and Sweden of the Scandinavian world.
The impact of this typology on subsequent studies has been enormous, some of them claiming that other groups of countries do not fit properly in Esping-Andersen's trilogy and that they therefore represent a flagrant gap to be filled. This is the case of the Southern European countries (SEC) that joined the European Union laterthat is, Greece, Portugal and Spainand which, according to several authors, represent, together with Italy, a different world of welfarethe Latin-rim or Mediterranean model (Ferrera, 1996; Leibfried, 1992; Andreotti et al., 2001; Silva, 2002; Karamessini, 2008 )which is framed by a particular historical and socio-political context. One of the outstanding attributes of the welfare state in these countries, particularly suitable for health systems, is their universalist approach. In fact, all of these four countries, in the final phase of the expansion of their welfare states between the 1970s and 1980s created their own national health services (NHS) with universal access inspired in the Beveridgean model established in the United Kingdom in 1948. Among the common aspects of these Southern European NHS the following should be mentioned: (i) inconsistency between the universal promises and the effective response given to citizens' needs due to limitations in the process of implementation of national health services, in particular financial constraints (Giarelli, 2006) ; ii) difficulties in the management of the public system that led governments to introduce reforms aiming to improve efficiency, namely by following the rules of new public management (Cabiedes and Guillén, 2001) ; iii) the importance of non-professional human resources, such as family and primary care networks to compensate for the NHS's deficiencies (Santos, 1987; León and Migliavacca, 2013) ; iv) lack of participation by the users' representatives in decisions about health policy and in the organization of health services (Matos and Serapioni, 2017) .
Despite these limitations, the four countries have significantly improved health indicators thanks to the social and economic development of the last decades and the continuous improvement of health care. However, these indicators, which are generally very positive, conceal situations of great inequality both in the distribution of economic and social resources and in the access to health services. At critical times, inequalities widen and larger groups of citizens are affected. This is precisely what happened during the recent financial crisis of 2008 in these four Southern European countries, which soon became a systemiceconomic, social, and politicalcrisis (Laparra and Pérez Eransus, 2012) .
Due to inequalities between Eurozone economies, crises may affect only some of them and spare the others, with the Economic and Monetary Union (EMU) common rule not applying in such cases. On the contrary, EMU contributes both to the reinforcement of inequalities, i) when promoting the specialization of economies in productions in which they have higher relative efficiency and ii) when removing from Member States the possibility of using important economic and monetary instruments, such as the reduction of interest rates, currency devaluation, or public expenditure increase.
What seems to be particularly distinctive in this crisis is that, thanks to the existence of a monetary system that imposes strict limitations on the use of traditional crisis management tools, the room for government maneuver has been greatly reduced in so far as the supervision of supranational institutions is concerned. In turn, for those under financial assistance the imposition of adjustment programs eventually came to control their sovereignty.
The creditors' own preferred solutionausterity rulehas been adopted against the risk of worsening the financial crisis even by those Member States which did not have to resort to financial assistance, as in the case of Italy. Austerity rule has contours that are not well defined and may have quite different interpretations. In a nutshell, it refers to a set of economic and social policies by which governments aim to halt or reduce public expenditure. We would also highlight the fact that these options allow for the "modification of the State's redistributive policy and of the expenditure related to the functioning of the economy and social reproduction" (Ferreira, 2014: 117). 1 Damages caused by austerity policies to the economies and societies of countries which had to adopt them showed in different forms. From early on, decrease in the GDP or even deep recessions (Table 1) with serious future implications occurred, not only due to investment halt and sovereign debt increase (Table 2) , but mainly as a result of social consequences: job destruction and increase in unemployment (Table 3) ; precariousness, especially in younger segments of the economically active population; large emigration flows of qualified workers; and the worsening of poverty, social exclusion (Table 4 ) and income inequalities (Table 5 ). * People in one of the following conditions: at-risk-of-poverty after social transfers (income poverty), severely materially deprived or living in households with very low work intensity.
Source: Eurostat (2018) . Greece 5.9 5.8 5.6 6.0 6.6 6.6 6.5
Portugal 6.1 6.0 5.6 5.7 5.8 6.0 6.2 Spain 5.6 5.9 6.2 6.3 6.5 6.3 6.8
Italy 5.2 5.3 5.4 5.7 5.6 5.8 5.8
Eurozone 4.9 4.9 4.9 5.0 5.0 5.1 5.2 * S80/S20ratio of total income received by the 20% of the population with the highest income (the top quintile) to that received by the 20% of the population with the lowest income (the bottom quintile).
Source: Eurostat (2018) .
The comparative analysis of austerity policies effects in four countries severely affected by the crisis (Greece, Portugal, Spain, and Italy) shows that, although the range of available political instruments is limited and not very diversified, the way in which they are combined and implemented is crucial to explain the different effects austerity policies had in each country. Table 6 summarizes the measures adopted by these four countries. It should be noted that only two of them (Greece and Portugal) were under a very heavy financial assistance program, contrary to what happened in Spain where the intervention was not in the form of a sovereign debt relief but of a program of assistance for the recapitalization and restructuring of the banking sector. The same applies to Italy, where the possibility of requesting an emergency loan in order to overcome the sovereign debt crisis was seen as the "point of no return" for the stability of the euro area in its entirety. As the Eurozone's third largest economy, Italy was considered "too big to fail, too big to bail" (OXFAM, 2013). 
Changes in the fiscal benefits and bonuses
Widening of the contributory basis.
Increase in individual income tax rates;
Introduction of an additional tax rate for top earners;
Reduction of fiscal benefits.
Introduction of an additional income tax rate for top earners.
Reintroduction of a housing property tax.
Cuts in public pensions;
Introduction of a one-off additional tax on incomes and a special tax on pensions.
Freezing of nearly all social insurance benefits and pensions.
Freezing of public pensions.
Reform of the pension system, raising the retirement age for women and men. Without going into further detail, the differences regarding the implementation of austerity rule are evident, as well as the similarities between the policy instruments used.
With regard to the structural adjustment programs agreed with the Troika in the health sector, it is worth recalling the factors triggering the financial crisis and the problems that led three Southern European countries (Greece, Portugal and Spain) to be submitted to a readjustment programme.
In the case of Greece, the expansion of the internal demand between 2000 and 2009, when the Gross Domestic Product (GDP) growth rate was higher than that of the Eurozone, determined a fast growth of bank credit demand (especially for expenses with durable consumer goods, including housing) favored by low interest rates. As a consequence, foreign commerce registered an increasing negative balance whereas competitiveness levels deteriorated, at the same time that public administration expenditure expanded; this resulted in the aggravation of the annual deficit in public accounts, which reached the peak of 14% of the GDP in 2008, and a sovereign debt of 115% of the GDP in 2009 (European Commission, 2010) . This was the earliest case of external intervention, which occurred in May 2010; it is also accounts for the longest ongoing intervention, with a second rescue program starting in June 2012 in the form of a partial debt relief, and a third program starting in August 2015 (European Commission, 2012 In Portugal there were similar causes: accumulation of high external debts in secondly, the right-wing coalition government, which had the responsibility for implementing the adjustment program agreed with the Troika used the opportunity to impose its own agenda, clearly of a neoliberal character, moving further than the settled goals by means of reinforced austerity measures (Table 7 ). In the case of Spain, the intervention was not made by means of a sovereign debt relief, but rather through a financial assistance program for the recapitalization and restructuring of the banking system. The decapitalization of banks followed the burst of a construction industry bubble in 2008 and the deep involvement of banks in financing that sector. Reforms undertaken by the Spanish government were insufficient to reduce the pressure of financial markets and the stress levels of banks; this forced the Spanish government to request financial assistance in 2012 (European Commission, 2012).
The Memorandums of Understanding (MoUs) subscribed by the governments of countries subjected to financial aid comprise a set of measures specifically directed at the health sector, along with other transversal measures aiming to reduce public expenditure that equally affected this sector. Our analysis will focus on these measures.
The main remark to be made when comparing the general objectives of the MoUs is that Troika's 'recipes' did not differ much and concentrated on a limited amount of objectives, somehow hindering the adaptation to the specificities of each country in economic, social and political terms, and making it necessary for governments and the Troika to maintain permanent negotiations. On this issue two ideas should be added: a)
Troika's attitude was or has been quite rigid in the sense that it did not easily accept the alternatives offered by the national governments for the attainment of the same targets; b) each of these three countries received a different treatment regarding the margin of flexibility consented by the Troika. For example, in the case of Spain there was no such detailed program concerning the measures to be implemented in order to reach the goals (European Commission, 2012).
Therefore, the main axes of the health sector reform the three countries had in common concerns control of public expenditure and improvement of the services efficiency and effectiveness, including the promotion of a more rational use of resources and services, such as, for example, the reduction of the fragmentation of services or the dispersion of their tutelage (Table 8) .
Vigorous external pressures for economic policy change were exerted in all SEC.
Although Italy did not sign a MoU, the EU's involvement in defining economic policies was significant during the sovereign debt crisis between 2011 and 2012. In order to have the support of the European Central Bank, Italy engaged in a series of structural reforms, accepting the 'implicit conditionality', an instrument used by the European Union during the Eurozone crisis and "based on an implicit understanding of the stakes and sanctions involved […] , even in the absence of detailed covenants" (Sacchi, 2015: 77, 79) . Even if the Monti government identified pension and labour policy as the main issues that could be submitted to reforms, other sectors were also affected. Among the austerity policies implemented in the Italian health sector, it is worth mentioning the following (Dirindin, 2011; Ferré et al., 2014; Maciocco, 2015) :
• Increased co-payment for medicines, out-patient care and non-necessary emergency admissions;
• Reduction of the number of hospital beds from 4 to 3.7 per 1.000 inhabitants;
• Reduction of expenditure on health-care personnel;
• Reduction in the prices of pharmaceuticals, increase in use of generic drugs and decrease in pharmacy revenue;
• Reduction in the expenditure caps on purchasing medical equipment and services. 
General objectives:
-Improve efficiency and cost-effectiveness;
-Stimulate a more rational use of health services;
-Control public expenditure in health.
-Implement reforms in the public sector to improve the efficiency and the quality of public expenditure in all of governmental levels;
-Integrate the funds in order to simplify a highly segmented system; -Concentrate measures related to health under one ministerial coordination.
Source: Hespanha, 2017. The average annual rate of contraction of public health expenditure in the SEC between 2009 and 2017 has been significant. According to the OECD it was more pronounced in Greece, followed by Spain, Italy, and Portugal (Table 9 ). In the same period, the majority of the countries of other European macro-regions have maintained the normal rate of growth in public health expenditure (Germany, France and Sweden), or have registered smaller decreases (Czech Republic, Poland and Hungary), with the exception of Great Britain and Ireland, which suffered a substantial reduction (5.1% and 4.5% respectively) (Serapioni, 2018) . Several studies have highlighted the effects of the crisis on health systems in Southern European countries, particularly on the most vulnerable social groups, leading, for instance to an increase in mental disorders as well as in suicides (De Vogli, 2014) .
These effects have already been observed in Greece, Ireland, Italy, Portugal and Spain (Karanikolos et al., 2013; Ruiz-Pérez et al., 2017) , i.e. in countries where austerity policies have been imposed or vigorously recommended (Petmesidou et al., 2014) , and involved "blind cuts and disqualification of services" (Hespanha, 2017: 95) . The increase in health inequalities, both social and geographical, is also one of the side effects of the structural adjustment policies applied in the SEC (Escolar-Pujolar et al., 2014; Guillén et al., 2016) . 
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